Despite increased awareness of domestic violence (DV), little is known about residents' preparedness to diagnose and respond appropriately to abuse victims. We designed a pilot study to examine this. Seventy-one internal medicine residents participated in a 10-station standardized patient-based Clinical Skills Assessment. Forty (56%) were male and 31 (44%) were female; 46 (65%) were PGY I; 63 (89%) were trained internationally. One station presented a woman with headaches, whose underlying issue was DV. Forty (56%) residents correctly diagnosed DV. Thirty referred the patient for DV counseling. Eighteen addressed immediate safety concerns, and 23 asked about child abuse. Forty-eight (68%) made 1 or more incorrect recommendations. Thirty-six (51%) ordered unnecessary tests. Residents who did not diagnose DV spent nearly twice as much per patient on work-up (mean, $942.00), compared to those who diagnosed DV (mean, $421.00). Use of certain interviewing skills appeared to promote elicitation of DV. Assessmentdriven educational interventions could help trainees improve their recognition of DV and make appropriate and costeffective management choices.
D
omestic violence (DV) is serious and widespread. 1 There are ramifications beyond individual suffering, including an increased prevalence of a variety of clinical symptoms and problems, 2 birth defects resulting from injury during pregnancy, child abuse concomitant with spousal abuse, and the potential to produce a cycle of violence in later generations. 3 Physicians greatly underdetect DV. 4, 5 Education can improve trainees' knowledge, skills, and attitudes about DV. 6 The Residency Review Committee in Internal Medicine suggests that all residents should receive DV instruction. 7 Eighty percent of all family practice residency programs 8 and 40% of primary care programs nationwide report teaching about DV. 9 While 86% of U.S. medical school deans report teaching about DV, only 57% of medical students report learning about DV. 10 Because little is known about medical residents' preparedness to diagnose and respond appropriately to victims of domestic abuse, we designed a pilot study using a standardized patient assessment. In addition, we examined whether appropriate diagnosis and management were associated with decreased costs of medical work-up.
METHODS
At MCP Hahnemann School of Medicine, we offer a 10-station standardized patient-based Clinical Skills Assessment designed to evaluate residents' abilities in outpatient medical care. Residency directors of 4 university-affiliated programs (2 urban, 2 suburban) elected to have their residents participate.
Standardized patients portrayed a variety of common illnesses. Each station lasted 10 minutes. One station depicted a scenario common to DV victims Ð a woman presenting with chronic headaches, who, if asked appropriate questions, would admit to having an abusive partner. The headache had the characteristics of a typical tension headache, without a history of head trauma or other features suggesting the need for organic work-up. She had no significant past medical history or history of substance abuse. Immediately after the interview, the standardized patient completed a fifteen-item content checklist about the resident's elicitation of information and counseling interventions. The checklist reflected consensus about essentials of the DV interview 11±13 (Table 1) .
We also employed a 9-item interviewing skills checklist ( 
RESULTS
Of 71 residents, 40 (56%) were male and 31 (44%) were female, aged 24 to 43. Forty-six (65%) were PGY I, 17 (24%) were PGY II, and 8 (11%) were PGY III; 8 (11%) were U.S. trained, while 63 (89%) were trained internationally.
Detection, Patient Assessment, and Management Table 1 presents residents' performances on content checklist items that evaluate detection of DV, immediate safety concerns and other aspects of the patient's situation, and therapeutic recommendations. A review of the post-encounter notes revealed the following: Of the 40 residents who correctly identified DV during the standardized patient encounter, 6 did not list DV as a problem on their post-encounter notes. Thirty of the 40 (75%) would have referred the patient for DV counseling. Among all residents, 48 (68%) made 1 or more incorrect recommendations; 24 (34%) of these were residents who had correctly diagnosed DV. Some of their recommendations could be dangerous: recommending marital therapy (n = 19; 27%), prescribing potentially addictive medicines (n = 9; 12%), telling the patient to leave her husband immediately (n = 2; 3%), or suggesting that the patient bring her abusive partner in to the doctor (n = 23; 32%). Inappropriate/unnecessary recommendations included the following: 10 residents (14%) referred the patient to a subspecialist (neurologist, ophthalmologist, etc.); 20 (28%) recommended 1 or more stress alleviating measures (i.e., relaxation, massage, stress counseling); 3 (4%) referred the patient to a substance abuse center. On the other hand, helpful recommendations included: suggesting the patient develop a safety plan (4; 6%), giving the patient the phone number of a battered women's shelter (7; 10%), and requesting follow-up in less than 1 month (30; 42%).
Cost
In post-encounter notes, 36 (51%) residents ordered a variety of tests, radiographic and laboratory combined. Specifically, 20 (28%) ordered 1 or more laboratory tests (CBC, sedimentation rate, electrolytes, thyroid function), and 23 (32%) ordered 1 or more radiographic tests (CT, MRI, or x-rays). To work up the patient's headache, 36 (51%) ordered unnecessary tests. There was a difference in test ordering behavior between those residents who diagnosed DV and those who did not: of the 40 residents who correctly diagnosed DV, 13 (32%) would order tests. In 
Use of Interviewing Skills
Residents who employed 5 or more of 9 interviewing skills were more likely to elicit the history of DV than those who did not employ these skills (Table 2 ) Women residents tended to achieve higher scores in data-gathering items (content checklist; P = .062). There were no significant differences in residents' responses comparing year of training or international versus U.S. graduates.
DISCUSSION
Standardized patient evaluations are widely accepted as measures of clinical abilities. 15 In our study, this method appears to be effective for identifying gaps in residents' knowledge and skills in detecting and managing victims of domestic violence. Standardized patient assessments may highlight programmatic educational needs and have heuristic value for individual residents. Below, we discuss identified deficits in residents' knowledge and skills in working with DV victims, and potential implications for training and research.
Detection
Fifty-six percent of our resident sample identified DV in the standardized patient encounter. The majority of these residents demonstrated deficiencies in their approaches, including suggesting inappropriate work-up and care that could be dangerous and/or expensive. We discuss residents' performances and the implications for education and further study.
Patient Assessment
Assessing the seriousness of violence and evaluating patients' immediate versus long-term danger are critically important. 11 In our study, a minority of residents asked about immediate safety concerns, if there was a gun in the house, whether the patient would hurt herself, or if it was safe to return home. Because of a high incidence of concomitant child abuse with DV, 3 physicians should inquire about child abuse if DV is elicited. Forty-two percent of residents who elicited DV did not ask about child abuse, indicating their lack of knowledge about this association.
Management
Following a diagnosis of DV, appropriate counseling and other interventions can prevent needless suffering while initiating a healing process. Referring a patient for counseling is the core of DV management. 12 In reviewing post-encounter notes, 30/40 residents (75%) who elicited DV would have referred the patient for DV counseling. However, the majority of residents made 1 or more incorrect recommendations, some of which could lead to escalation of violence. 12 Victims of DV have an increased risk of depression compared to women without partner abuse, 1 and are at increased risk of substance abuse and suicide. 4 Forty-six percent of our sample asked about depression, but only 7 (10%) asked about potential suicide. Furthermore, some prescribed potentially addictive medicines that might compromise the patient's judgment, rendering her more vulnerable to abuse. Twenty (28%) recommended 1 or more stress-alleviating measures (i.e., relaxation, massage, stress counseling), which in some instances, might be appropriate. However, these suggestions may trivialize the woman's suffering, sending a message that she should endure her pain and accept it. A small minority of residents made helpful recommendations, including developing a safety plan, giving the patient the phone number of a battered women's shelter, and requesting follow-up in less than 1 month.
Cost DV is costly. Medical costs due to DV between 1992 and 1996 were $61,800,000 annually. 16 Results from a survey of Fortune 1000 company executives indicate that they believe the financial performance of their companies is negatively impacted by DV in lost productivity, attendance, and increased insurance costs. 17 Furthermore, DV victims have an increased consumption of health care resources.
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In our sample, 36 (51%) of residents ordered unnecessary tests. Surprisingly, 13 (32%) of these were residents who had correctly diagnosed the patient. In addition, 10 residents (14%) referred the patient to subspecialists unrelated to the DV diagnosis. Unnecessary tests can cause the patient discomfort and expenses beyond the actual tests (child care arrangements, transportation), can lead to further unnecessary testing due to false positives, and increase administrative expenses. A majority of residents in our sample who diagnosed DV did not order any tests (n = 27; 68%). However, of the residents who diagnosed DV and ordered tests, the mean spent on workup was $421, still less than half the amount spent by those who did not ask about DV at all. Clearly, DV training should include attention to appropriate and cost-effective work-up.
Use of Interviewing Skills
Residents who utilized certain interviewing skills were more likely to elicit a history of DV. These skills were: attention to the timeline of symptom development, repeatedly asking the patient to say more about the symptoms, and explicitly asking patients about their concerns. It is not surprising that residents who elicited the history of DV offered understanding and support more frequently than those residents who did not, although use of these empathic skills may have promoted disclosure. Although more study is needed, it seems likely that attention to teaching certain medical interviewing skills could facilitate greater recognition of DV in medical practice.
Limitations
This is a pilot study of a convenience sample of residents from 4 programs in Philadelphia, limiting the generalizability of our findings. In addition, most of the residents in our sample (n = 63; 89%) graduated from international medical schools. In 1997, international graduates made up 26% of the entire Graduate Medical Education population, 40% of internal medicine programs, and 48% of all internal medicine subspecialties. 19 As practicing physicians, international graduates will see many patients with DV and need to be capable of diagnosing and managing these patients. Recognition of DV may be more difficult when cultural differences exist between patients and physicians. This should be an area for further study. Another potential limitation is the use of a standardized patient to represent a victim of DV.
Residents' performances with a standardized patient may not correlate with their actual clinical practice. It would be optimal to repeat this pilot with a larger and more representative sample of residents, and to correlate their performances with clinical practice.
Conclusions
Including a DV case in a standardized patient exercise can be a useful method for assessing residents' abilities in detecting and managing DV, as well as in evaluating the efficacy of training interventions. It may be important to emphasize helpful, unnecessary, and potentially dangerous interventions. A majority of women would tell their doctors about abuse and believe that doctors should routinely ask about DV. 20 Most physicians also believe that it is part of their role to provide assistance to victims of DV. 21 Assessment-driven educational interventions, with attention to interviewing skills, could help trainees improve their recognition of DV and make the best management choices, including appropriate and costeffective work-up.
